MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -63-002440

OEPARTMENT OF PUBLIC HEALTH AND WELFARE

‘Registration, District No. ___./_z_z__..?rlmary Registration District No. _J_é_ﬁél..lkalsfur‘s No. M.—...._..---

STATE FILE NUMBER

DO NOT WRITE AME
ON THIS STUB NDED

1. rake Sdodanl) m 1983 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence befors
VS 300 a counry T,TVT 6N ' .o STATE MTSSOUR B OUNYLTVINGSTQN admission)
Rev. 4/59 ~b. CFTY {if outside corporate limits, give TOWNSHIP only) Length of stay in 15 || - c. CITY Traide Limit

wwn CHILLICOTHE 2 WEEKS || . ™"~ CHILLICOTHE Yo g No O

c. FULL NAME OF {If NOT In hospital, give location) Inside Limits d. STREET {1f cutside, give location) Retide on Farm

o CITY HOSPITAL Yes2 NoJ ADCRESS 118 CLAY ST. Y O NoR

- gma OF ns,cuszn Firat Middia T 4 DATE Month Day Year
. ypa or print] . . .
(Tvpe or MAUDE . EDNA TITUS oeAm  JARUARY 16, 1963
5. SEX 6. COLOR OR RACE 7. Maerried [ Never Marrisd DI [6. DATE OF BIRTH | ¥ AGE (last birthday) [IF UNDER 1 YEAR | IF UNDER 24 HR
FEMALE WHIT E Widowed [J Divorced [] 8/28 576 86 Mnmhs‘l_ Days Hours Min.
T0a. USUAL OCCUPATION (Give kind.of work done | 10b. KIND OF BUSINESS OR iNDUSTRY | 1j5, AUTHBIACF (Cify and state or couniry) | T2, CITIZEN OF WHAT COUNTRY

B OGK "KEEP g o e el | g aANKING PUTHAR CQ., MO. U.S,.A,

13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

EDWARD TITUS ' RACHEL SPEILMAN NONE

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14 _SOCIAL SECURITY NO. | 17. INFORMANT

’ unknown} [ (If yes,.gi r or dates of servi 6

(Yu_wr nknown, I( yes,.give war or dates of serv MRS . MANN HOOV:E:R T%gl\Tq‘ﬂSth COU.I‘t

18. CAUSE OF DEAI’H (Enter only one cause per line _ i ] WAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET D DEATH

IMMEDIATE CAUSE (a} - / I 4

DATE AMENDED

DOCUMENT

Conditions, 1f any, DUE TO (b =g gyl ’ g - /

which gave.risa l'o]

sbove cause (a)
stating the u
lying cause last DUE TO (e)

PART II. OTHER SIGNIFICANT CONDITIONS conmagwc TO DEATH W_f related to the terminal . ] PART IIi. H decea: as  female wa
disease condition given in PART | (a) there » pr in last 90 days.

l[]‘l’atl O Ne l O Unknown
19. WAS AUTOPSY 20s. ACCBENT SUIIC:!IDE' HOMEI‘CIDE 20b. DESCRIBE HOW INJURY OCCURRED, {Enter nature of injury in PART | or PART I of item 18.)
PERFO! .

RMED?
YES[] NO

20c. TIME OF Hour . Month, Day, Year
INJUR'Y .. .
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20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g.. in or sbout homs, | 20f. CITY, TOWN, OR LOCATION
© WHILE AT WORK ] farm, factory, streat, office bidg., etc.) -
.NOT WHILE AT WORK []

. 77
21. | attended the deceased fmn#" /6/"'_ ,5.'{ A_Mmd last nw*h:,; alive -

Desth occurred at. LI'—:Q 0 on the date stated sbove, and to the best of my k edge, from the cauies stated.

MEDICAL CERTIFICATION

Dagree or title) . o DATE SIGNED

i

. z v
23b. DATE 23c. N. OF CEMETERY OR CREMATORY TION {City, town, or county) {State}

1/18/63 - HARRIS CEMETERY - | HARRIS, MISSOUR

4 FUNERAL DIRECTOF; ADDRESS 25. DATE RECD. BY LOCAL REG. |26. REGISTRAR’S SIGNATURE '
NORMAN FUNERAL HOME:Chillicothe ,Mb. {z,. /4 /223 Mg/_@;@
) {Licensed Embalmer's Sf“.rnom on Reverse Side)

USE BLACK INK
OR
TYPEWRITER RIBBON.
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.
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STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side.é)f this_certificate was embalmed by me,

or by : - : Studenf Embalmer No.______

working under my personal supervision. ) . ﬂ z
Student =
: / _ .

Signature of Student Embaimer
Licensed Embalmer No 4963
P. 0. Address_CHILLICOTHE, MISSOURT

Nofe: The' above MUST-BE SIGNED BY THE. L)CENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). ) ‘

If embalmed by a STUDENT, he also shall sign in his OWN handwnhng

if this body is not embalmed fact should be so stated above.
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